There has been extensive and dramatic progress in radiodiagnosis over the past decade, yet remarkably little in the use of radiodiagnosis in medical education. Twenty-eight years ago in 1942 the Faculty of Radiologists produced a memorandum on education for submission to the Interdepartmental Committee on Medical Schools. The main points of this still apply today, although the emphasis has altered in some respects. Some of the best centres in Europe and the United States, and to a limited extent in this country, have followed the main points in this memorandum and the numerous subsequent recommendations, but there has been a widespread failure in a large number of important centres in the British Isles to use radiodiagnosis to any valuable extent in medical education.
The greatest change in general medical education in the past decade is that more is demanded of our students. The result is a packed curriculum into which we are recommended to add many more subjects. There are frequent requests to give more time to psychiatry, to increase our teaching of infectious diseases, to study occupational disorders, to visit rehabilitation centres, to pay more attention to social medicine and consider community health. Many say that studies in statistics should be included in our curriculum and there is little doubt that the student should spend some time in general practice. In fact, these studies are being absorbed into the curriculum, but to satisfy all demands we would need to increase the undergraduate medical course to approximately ten years.
I have no desire to introduce radiology into the medical curriculum as a compulsory additional subject, neither are we attempting to produce trained radiologists in the undergraduate period.
Undergraduate education is still divided into preclinical and clinical years, although this division should now be out of date. In the integrated teaching of anatomy and physiology radiology has a special part to play.
The Todd report says: 'The planning of integrated teaching is far from easy. It is necessary to have a comprehensive educational policy which is not left to single individuals, but planned and reviewed by an interdepartmental committee of teachers.' Integrated teaching requires coordinated planning and, whereas it is demanding of staff time, it gains by interest value and in avoiding unnecessary repetition. It is essential that all radiological instruction should be given by a trained radiologist, and the planning of integrated courses requires that a radiologist is also active on the planning committee.
In the preclinical years radiological demonstrations on anatomical and physiological subjects should be introduced. The primary role will be to demonstrate living anatomy and function by using radiological techniques: for example, the demonstration ofthe retroperitoneal lymph nodes, the bronchial tree, the intrahepatic biliary tree, the cerebral and cardiac circulations, the ventricular system of the brain.
The second role of radiology at this stage is to put emphasis on those areas of anatomy that have clinical relevance. The young anatomy student has no understanding of their clinical importance; the radiologist is in a privileged position as he has the experience of morbid anatomical conditions and the means to demonstrate them.
The third role of radiology in these preclinical years is to bridge the preclinical/clinical gap and provide a gentle introduction to pathological conditions. This instruction is best given by smallgroup teaching and discussion periods, but in the preclinical years radiology can be used in lecture sessions.
Clinical Years Every student should be aware of the indications and limitations of radiological diagnosis and during his clinical years the student should also be made familiar with these. No attempt is made to produce a radiological specialist, but familiarity with routine chest X-rays, IVPs, bone and acute abdominal examinations must be achieved.
In the clinical years radiology can be used as a tool to break down the artificial barriers between medicine, surgery and allied subjects. Radiology can be the integrating weapon. The radiological study of small bowel disorders does not encourage division into medical and surgical disorders but covers a wide field of diseases involving almost all disciplines. Radiological investigation can be the common ground where these disciplines meet.
Students attached to a clinical firm must be encouraged to visit the X-ray department, if possible with their patients during investigations and certainly subsequently with the films, to discuss with the radiologist the indications and methods of examination and also the interpretation of the findings. This can be done in groups of 6 to 8. If this was done even once a week over a period of three years the results would be worth while. Radiological tutorials to small groups can be organized when selected problems and difficult cases can be demonstrated and discussed, covering all disciplines.
There should be an extension of what I call bedside radiology. The radiologist should be in attendance at major firm ward-rounds, where the findings are explained by the radiologist, and a combined radiological-clinical discussion takes place on the ward including patient management, further investigation and treatment. This step alone will go a long way to a better understanding of our common aims and the integration of medical knowledge.
In addition to these areas of contact, the student will attend radiological and clinicoradiological conferences. These may even be attended by visitors from other hospitals who add a further stimulus to discussion. Some keen students may wish to study radiology during part of an elective period. They are given a programme of the department's work, and also a project. The points I have covered are being implemented by the most advanced centres. The students there develop a refreshing approach to radiological problems and learn their relevance to the clinical investigation of patients. The best recruits to radiology will come from these centres.
Postgraduate Education
The recommendations made for students in their clinical years also apply to their postgraduate appointments. While acting as housemen they will be involved in the clinicoradiological wardrounds and can be encouraged to attend radiological seminars. In addition, some special attention must be given to those studying for higher qualifications. At any one time in a hospital this number is not large. Tutorial and discussion groups should be held for them. These postgraduates are also invariably involved with housemen and students in the everyday activities where radiological integration is taking place.
Radiologists should interest themselves with the continuing education of the general practitioner. There are many postgraduate refresher courses in the country and the radiological speciality should be represented. I thoroughly support regular meetings with general practitioners and hospital staff when clinicoradiological discussions take place. The general practitioner is one of the great users of diagnostic radiology. He too must be aware of its values and limitations, the preparation for investigations and their safety. It is remarkable how little the family doctor is aware of modern radiological methods. This is a hospital responsibility and should be rectified by encouraging general practitioners to attend hospital rounds and clinicoradiology seminars.
The time is now opportune to put into effect the practical measures suggested. This will not be easy and requires not only the co-operation of all departments of medicine but a special effort by the Faculty of Radiologists. We must strive to produce young and interested radiological teachers with good clinical and radiological backgrounds. Their teaching brief must be acknowledged and actively encouraged by all clinicians.
Then we can move with enthusiasm into an era when the place of radiodiagnosis is interwoven with every aspect of medical life.
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